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of aorta and iliac arteries. Residual atherosclerotic plaques and stenoses are
evident in distal aorta and proximal iliac arteries. C, Immediate postangioplasty
angiogram. Good patency of aorta and iliac arteries.
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Leriche Syndrome: Treatment with Streptokinase and
Angioplasty
William J. Bean,1 Bruce A. Rodan, and Anthony L. Thebaut

Total occlusion of the lower abdominal aorta causing
marked reduction of the blood supply to the pelvis and legs
has been labeled Leriche syndrome. The occlusion is usually
due to atherosclerotic plaques in the aorta with associated
thrombus. This condition is usually treated by bypass grafts
from the abdominal aorta to the common femoral arteries or
by endarterectomy. Streptokinase infusion and percutaneous
transluminal angioplasty (PTA) make it possible to treat this
condition without surgery.

Fig. 1 -55-year-old woman with buttock claudication. A, Preliminary angio-
gram. Total occlusion of lower abdominal aorta and both common iliac arteries.
Note retrograde catheter from common femoral artery traversing area of
thrombosis (arrow). B, Angiogram 26 hr after streptokinase infusion. Patency

Case Report

A 55-year-old female smoker had a 4-week history of bilateral hip
claudication when walking more than about 7.5 m. The pulses were
not palpable in the femoral regions or distally. Pulse volume record-
ings (PVR) demonstrated a 60 mm Hg reduction of the systolic
pressure in the right thigh compared with the arm and a 70 mm Hg
drop on the left (our laboratory considers a 30 mm Hg drop to be
total occlusion) and flattening of the perfusion curves bilaterally. The
left common femoral artery was catheterized by the “blind” femoral
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angiogram technique [1 , 2]. A 1.67-mm-OD single-end-hole multipur-
pose catheter and a 0.89-mm J guide wire were maneuvered retro-
grade to the abdominal aorta. An angiogram revealed total occlusion
of the lower abdominal aorta (fig. 1A).

The catheter was retracted until the tip was embedded in the
thrombosis. Streptokinase was infused through this catheter for 18
hr at 5000 U/hr. A repeat angiogram demonstrated partial dissolution

of the thrombus with some flow in the iliac arteries. The catheter tip
was retracted into the remaining thrombus, and the infusion was
continued for an additional 8 hr at the same rate. An angiogram then
demonstrated complete resolution of the obstructing thrombus, with
patency of the aorta and iliac arteries, and the constricting arterial
plaques (fig. 1B). Temporary pain and color change occurred in the
right large toe, probably due to a small part of the thrombus passing
peripherally.

The infusing catheter was exchanged for a 2.3-mm balloon catheter
with a 10-cm-long 6-mm-diam balloon. A second catheter with a 4-

cm-long, 6-mm-diam balloon was inserted retrograde to the aorta via
the right femoral artery. The two balloons were simultaneously ex-
panded in the stenotic aorta and then retracted to dilate the common
iliac arteries. An arteriogram then demonstrated adequate patency of

the aorta and iliac arteries (fig. 1C). An intravenous heparin drip of
625 U/hr was administered for 24 hr after the angioplasty. The
patient’s walking limitation was gone when she began ambulating 6
hr after the angioplasty. The PVR study demonstrated marked im-
provement in the perfusion and pulse pressures throughout both
legs. The patient was continued on aspirin daily and Persantine 50
mg three times a day for 3 months. Ten days after treatment, the
arm/leg pressure difference was 20 mm on the right and 12 mm on
the left. The patient could walk without symptoms. At 6 months, the
arm/leg systolic pressure difference was 30 mm on the right. There
was no pressure difference on the left side.

Discussion

Low-dose streptokinase treatment of thromboembolic dis-

ease of arteries has been advocated by numerous authors to
open arteries that would otherwise require surgical interven-

tion [3]. It has even been shown that chronic arterial occlusion
can be treated by this technique [4]. Streptokinase therapy
should be considered as a treatment for Leriche syndrome.
The retrograde catheter placement in the presence of a
suspected total occlusion of the aorta and the use of strep-
tokinase were considered in our case because the final oc-
cluding thrombus was recent and thus still soft.

A second case was successfully catheterized in a retro-
grade manner, and the occluding thrombus was dissolved
with streptokinase. However, the extent of the underlying
atherosclerosis made it more advisable to do bypass surgery
rather than angioplasty.

The indications and mechanisms of action of streptokinase
therapy and PTA in relieving arterial obstruction have been
well described [5-7]. We believe these two methods are
complementary for the treatment of Leriche syndrome, and
in selected cases will save the patient the significant morbidity
and mortality of surgical bypass procedures.
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